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to DTCA. RESULTS: After watching the TV advertisement of
Lipitor®, 89.3% of study participants agreed that they would
talk to their physicians about their cholesterol, 88.7% agreed
that they would ask their physicians to test their cholesterol
levels, and 47.3% agreed that they would ask their doctors to
write them a prescription for Lipitor®. The study also found that
26.0% of study participants had inadequate functional health lit-
eracy, 17.3% had marginal functional health literacy, and 56.7%
had adequate health literacy. Participants who rated the adver-
tisement as helpful responded more favorably to it. Older
patients were more likely to agree to talk to doctors about cho-
lesterol. Those who had a history of high cholesterol were more
likely to agree to ask doctors to test their cholesterol levels.
CONCLUSIONS: African American patients in this study
responded more favorably to DTCA. DTCA may be an effective
marketing tool for pharmaceutical companies. However, the net
public health and economic effects of DTCA remain to be 
determined.
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OBJECTIVE: Surveys have indicated that use of alternative
treatments is increasing in the United States. One survey in found
that 33.8% of Americans were using some form of alternative
medicine and a later survey found that use had increased to
42.1% in 1997. The objective is to provide an estimate of the
prevalence of Complementary and Alternate Medicine (CAM)
use by hypertensive patients in the United States. METHODS:
Cross-sectional analysis of the 2001–2003 Medical Expenditure
Panel Survey, a nationally representative sample of the U.S. non-
institutionalized civilian population. Patients with hypertension
were identiﬁed by ICD-9-CM code of 401. Use and costs of
CAM in patients with hypertension were compared with those
in non-hypertensive individuals. Student’s t test statistics was
used to compare the costs associated with CAM use between the
two groups. Multiple logistic regression was used to determine
independent predictors of CAM use in individuals with hyper-
tension, controlling for age, sex, race/ethnicity, household
income, educational level, and co-morbidity. RESULTS: Individ-
uals with hypertension were 1.3 times more likely to use CAM
than individuals without hypertension (8 vs. 5%, P < 0.0001).
The data showed that the prevalence of CAM use among hyper-
tensives not living in metropolitan statistical areas was twice that
of living in metropolitan statistical areas (2.9% vs 1.5%; P =
0.02). Among individuals with hypertension, older age (65 years)
and higher educational attainment were independently associ-
ated with CAM use. The mean amount in dollars spent per
person for CAM was not different in both groups ($414 ± 269
vs. $236 ± 26, P = 0.5106). CONCLUSIONS: These ﬁndings
have many implications for the way we understand CAM use
among hypertensives, both for clinical applications and future
research. The data provide a baseline estimate of CAM use
among hypertensives in the United States.
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PRESCRIBING PATTERNS FOR ANTIHYPERTENSIVE DRUGS
AFTER THE PUBLICATION OF THE ANTIHYPERTENSIVE AND
LIPID-LOWERING TREATMENT TO PREVENT HEART ATTACK
TRIAL (ALLHAT) IN REGION EMILIA ROMAGNA (RER), ITALY
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OBJECTIVES: The ALLHAT ﬁndings (December 2002) recom-
mended thiazide-type diuretics for ﬁrst-step therapy in uncom-
plicated hypertensive patients, rather than either calcium channel
blockers (CCBs) or angiotensin-converting enzyme (ACE)
inhibitors. The objective of this study was to examine prescrib-
ing patterns for antihypertensive agents in Region Emilia
Romagna (RER), Italy, following the ALLHAT publication.
METHODS: We studied automated pharmacy claims of approx-
imately 4 million RER residents between January 1, 2000 and
December 31, 2003. We computed the monthly relative per-
centage of ﬁlled prescriptions for six antihypertensive classes: thi-
azide-type diuretics, ACE inhibitors or angiotensin receptor
blockers (ARBs), CCBs, beta-blockers, alpha-blockers, and
other-type antihypertensive diuretics. A stepwise auto-regressive
forecasting model was used for time series analysis. To assess the
impact of the ALLHAT guidelines on use of each antihyperten-
sive class, predicted relative percentages and 95% conﬁdence
intervals were calculated for the 12 months of 2003. RESULTS:
During the study period, ACE inhibitors/ARBs and CCBs had
the largest relative percentages (approximately 40% and 30%,
respectively), while the relative percentages for beta-blockers and
thiazide-type diuretics were roughly 10% and 1%, respectively.
Use of thiazide-type diuretics and ACE inhibitors/ARBs showed
an overall upward trend, which was not statistically associated
with the ALLHAT publication. The relative percentage of CCBs
diminished over time and was statistically signiﬁcant compared
with that predicted by the time-series model in the last four
months of 2003 (p < 0.05). The percentage of beta-blockers was
stable during the study period, although statistically signiﬁcantly
higher in the last 7 months of 2003 compared with the predicted
values (p < 0.05). Use of alpha-blockers and other-type antihy-
pertensive diuretics was steady over time. CONCLUSIONS: The
well-publicized ALLHAT ﬁndings had a limited impact on the
prescribing patters of antihypertensive drugs in Italy. Further
research should investigate why physicians appeared to be unre-
sponsive to the new clinical evidence.
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OBJECTIVES: Statins reduce morbidity and mortality in the
prevention of cardiovascular disease (CVD). Clinical trials have
shown that the lower the cholesterol level obtained, the lower
the risk of (CVD). Therefore, the use of high doses of statins is
often encouraged. Rosuvastatin is the most potent statin but cho-
lesterol changes obtained with the lower doses can also be
reached by increasing the dose of atorvastatin or simvastatin.
The aim of this study is to assess the impact of dose increases on
the cost-effectiveness of statins in Belgium. METHODS: A state-
transition model with a 20-year time horizon using 6-month
cycles was developed in MSExcel. Individuals enter the model
CVD free. Depending on age, smoking status, systolic blood
pressure, total cholesterol (TC) and HDL-cholesterol, CVD risk
(cardiac death, non-fatal MI, angina, fatal and non-fatal stroke)
was calculated using the SCORE equation. The STELLAR-study,
which compared the efﬁcacy of rosuvastatin, atorvastatin, and
simvastatin across doses, served as data source (reduction in TC
with 10mg rosuvastatin, 20mg atorvastatin and 80mg simvas-
tatin approximately equal). Ofﬁcial sources for cost of events
and costs of the different statins were used (Belgian payers per-
spective). 3% discounting was applied on costs and effects.
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Results are expressed as cost per life year gained (LYG).
RESULTS: The results for a hypothetical male with a 10-year
risk of cardiovascular death of 5% are reported. Compared to
no statin the incremental cost-effectiveness ratio (ICER) of rosu-
vastatin 10mg, atorvastatin 20mg, simvastatin 80mg branded,
and simvastatin 80mg generic were €17,080/LYG, €27,090/LYG,
€36,261/LYG and €19,206/LYG, respectively. Using atorvastatin
10mg, simvastatin 40mg branded, and simvastatin 40mg-
generic reduces ICER to €20,348/LYG, €23,123/LYG and
€13,454/LYG respectively. CONCLUSION: To obtain the same
relative reduction in TC rosuvastatin 10mg seems more cost-
effective compared to atorvastatin 20mg and simvastatin 80mg.
Using higher doses of the same drug results in increased ICERs.
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OBJECTIVE: To assess the utilization and costs of medical ser-
vices before and after implementation of an interdisciplinary
heart failure (HF) intervention in a Veterans Administration (VA)
setting. METHODS: Retrospective electronic chart reviews were
conducted to determine utilization and costs of medical treat-
ment for 220 patients enrolled in a HF program at a VA medical
center. Patients enrolled in the program must have been classi-
ﬁed as NYHA class III or IV (or AHA/ACC Stage C or D), and
have had at least two hospitalizations for heart failure within a
one year period prior to enrollment. A comprehensive interdis-
ciplinary management program, including physicians, nurse
practitioners, case mangers, and pharmacists, was implemented
to initiate, manage, and monitor drug therapy regimens and
patient outcomes. Utilization was measured by readmission to
the hospital. Only direct medical costs were included in the
analysis given that an institutional VA perspective was used.
Total utilization and costs for all cause readmissions for HF
patients were calculated for pre and post enrollment periods.
RESULTS: In a cohort of 220 Stage III or IV HF patients, the
average all-cause readmission rate per person per year declined
from 3.2 prior to the implementation of the HF program to 1.2
for all cause readmission post enrollment. The decrease in read-
mission rates resulted in an estimated annual savings per patient
of $11,448. CONCLUSIONS: Enrollment of Stage III and IV HF
patients in an interdisciplinary intervention program decreased
the average number of readmissions per person per year from
3.2 to 1.2 (62.5% reduction). Savings from this intervention are
estimated to be over $11,000 per HF patient per year. Further
research is being conducted to ascertain the speciﬁc effects of this
program, its contribution to operational efﬁciency, its impact on
quality of care, and its generalizability to other VA hospitals.
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OBJECTIVE: To analyze price and utilization trends for Calcium
Channel Blockers (CCB) drugs, and to compare the price differ-
ence between brand-name and generic CCB drugs over a speciﬁc
time interval. METHODS: CCB drugs with an indication for
hypertension were selected for this study. The First DataBank®
drug ﬁles and National Medicaid Pharmacy data were used to
calculate the monthly Average Wholesaler Prices (AWP), quar-
terly prescription use and reimbursement. Descriptive time-series
trend analyses were performed to assess price trends and drug
utilization patterns. The market shares were calculated as the
proportion of total number of prescriptions. RESULTS: The
average AWP per daily dose for CCBs included three tiers: 
the highest with $2 or more per day for Cardizem®, Plendil®,
and Procardia XL®, the lowest with $1 or less per day for
Isoptin® and verapamil, and middle for Norvasc ® and
Cardene®. The generic dilatizem AWP decreased from $0.84 in
1996 to $0.34 in 2004, while its brand Cardizem AWP increased
over time. Use of branded drugs (Calan®, Procardia, and
Cardizem) decreased while use of generics (verapamil, nifedip-
ine, and diltiazem) increased. The utilization of the dihydropy-
ridine CCBs (e.g. Norvasc®, Procardia®) was about two-fold
that of the non-dihydropyridine CCBs in 2004. Total expendi-
ture for brand name drugs increased from $28.87 million per
quarter in 1991 to $1.15 billion per quarter in 2004. The
market-share of Procardia ® decreased sharply from 64.26% in
1991 to 3.9% in 2001, while Norvasc® increased from 5.78%
in 1993 to 73.98% in 2004. CONCLUSIONS: The generic AWP
decreased due to competition, but there was little impact on its
brand-name AWP. Increased use of Norvasc® might be associ-
ated with its safety proﬁle. Decreased use of brand-name CCBs
might be due to Medicaid policy of generic drug use.
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OBJECTIVES: Statins are used to treat abnormal blood lipids
for reducing cholesterol and are prescribed for the elderly and
other high-risk populations. The objective of this study is to
compare drug price, cost, utilization, and market-share trends
across statin drugs in order to shed light on the effects of both
interbrand and generic competition in the market for statins.
METHODS: Using data from First DataBank, we calculated the
monthly average wholesale price (AWP) per daily dose for each
branded and generic statin drug over the period 1989–2002. We
also analyzed national Medicaid pharmacy data to construct
quarterly prescription numbers (and market shares by dividing
by total number of statin prescriptions) and per-prescription
reimbursement ﬁgures for each drug from 1991–2004.
RESULTS: Total expenditure by U.S. Medicaid programs on
statin drugs increased from $ 41.8 million in 1991 to $1.37
billion in 2003. The top three drugs reimbursed by Medicaid in
2004 included Lipitor, Zocor, and Pravachol, with market shares
of 49.0%, 29.1%, and 9.7%, respectively. Whereas Zocor,
Mevacor, and Pravachol have a relatively high AWP per daily
dose (between $4.00 and $6.50 since 1993), the AWP for Lipitor
is much lower. The rapid increase of Lipitor prescriptions was
observed from 2290 in 1st quarter 1997 to two million in 2004.
The average reimbursement per statin prescription in Medicaid
increased from $68.70 in 1991 to $101.90 in 2004. While the
generic lovastatin was introduced at two thirds the branded
AWP, there is no drop in the price of Mevacor, though Medic-
aid does face a lower cost per prescription. CONCLUSIONS:
Our results give little indication of effective interbrand competi-
tion in the statin market. Neither price nor utilization of other
branded medications falls in response to new branded entry. The
brand-name use decreased as its generic entry in Medicaid.
